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Patient Transfers in Australia: Implications for Nursing Workload and Patient 
Outcomes 
Abstract 
Aim: to discuss the impact of patient transfers on patient outcomes and nursing workload. 
Background: many patient transfers are essential and occur in response to patients’ clinical 
changes. However, increasingly within Australia transfers are performed in response to 
reductions in bed numbers, resulting in ‘bed block’.  
Evaluation: a discussion of the literature related to inpatient transfers, nursing workload and 
patient safety. 
Key issues: measures to increase patient flow such as short-stay units may result in an 
increase in patient transfers and nursing workload. Frequent patient transfers may also 
increase the risk of medication incidents, healthcare-acquired infections and patient falls.  
Conclusions: the continuing demand for healthcare has led to a reactionary bed 
management system which in an attempt to accommodate patients has resulted in increased 
transfers between wards. This can have a negative effect on nursing workload and impact 
on patient outcomes.  
Implications for nursing management: high nursing workload is cited as one reason for 
nurses leaving the profession. Reductions in non-essential transfers may reduce nurse 
workload, improve patient outcomes and enhance continuity of patient care. 
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In Australia as in other Western nations, the rapidly ageing population combined with 
increased rates of chronic and complex diseases have increased the demand for health 
care. This is reflected by an  increase in presentations to Australian Emergency 
Departments (EDs), reductions in hospital length of stay and an increase in hospital 
separations which in the Australian context refers to the completion of a hospital episode by 
either discharge, transfer to another facility or death (AIHW 2010 p.351). ED presentations 
increased by 6.1% from 2004/05 to 2008/09 (AIHW 2010) separations increased on average 
3.8% per annum over the same period (AIHW 2010) while acute hospital length of stay has 
decreased by 16.2% (AIHW 2006, 2010). At the same time the number of hospital beds 
decreased from 4.03 to 3.88 per 1,000 head of population (AIHW 2010). Financial 
constraints and staffing shortages often force the closure of wards or beds (Rocker et al. 
2003, Cappsa et al. 2010) on a short or long term basis, further limiting hospital capacity. 
The number of older persons seeking care in hospital has increased with those aged 55 plus 
years representing 52.9% of all hospital separations in 2008/09 (AIHW 2010). Access to 
aged care facilities (e.g. nursing homes) on discharge from the acute setting has also 
decreased so that in 2006 there were 5% fewer residential aged care beds per head of older 
population compared to the previous decade (AIHW 2007). Increased hospital presentations 
combined with a decreased number of beds has led to a phenomenon called access block, 
defined as the delay in gaining access to a hospital bed (Australasian College for 
Emergency Medicine 2004). Not surprisingly, demand for health care and reduced 
availability for beds has led to higher hospital occupancy rates. There are regular reports 
from Australian hospitals of 95% occupancy despite recommendations from the Australian 
Medical Association that rates should not exceed 85% (Australian Medical Association 2008). 
Hospitals have put in place a variety of measures to deal with this situation, many with 
unintended consequences. For example high hospital occupancy levels are known to 
increase nursing workload (Weissman et al. 2007) and have been linked to negative patient 
outcomes (Weissman et al. 2007, Australian Medical Association 2008, Sprivulis et al. 2006) 
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such as health-care acquired infections (Clements et al. 2008, Cunningham et al. 2006b, 
Orendi 2008). More recently, high patient turnover and the associated impact on nursing 
workload has been found to have a negative effect on patient mortality (Needleman et al. 
2011). 
 
This article will discuss more fully how organisational strategies designed to improve patient 
flow have increased the number of patient transfers that are unrelated to clinical need and 
the implications for nurses’ workload and patient outcomes. 
 
{Duffield, 2009 #1195}Patient Flow and Bed Management Strategies 
Since the late 1990s hospitals have endeavoured to increase patient flow by implementing  a 
variety of bed management strategies (Taylor et al. 2004) which for the most part remain in 
operation today. For example, a common strategy is to establish a mental health unit or 
other short stay areas aimed at promoting patient throughput by segregating, treating and 
discharging selected patients, usually within 48 hours (Downing et al. 2008).  When used 
appropriately, short stay units avoid the need to transfer patients to other wards in the 
hospital (Downing et al. 2008). Unless patients are comprehensively assessed and selected 
for admission to these short stay units (Downing et al. 2008, Basic and Khoo 2009) vacant  
beds may be viewed as ‘general bed stock’ (Brand et al. 2010 p.335). Some patients 
admitted to short-stay areas are not suitable for short stay unit admission as their clinical 
condition limits the likelihood of their being discharged within the short-term. For example 
Hartley et al. (2010) found that 27% of patients were inappropriately admitted to the 
emergency short stay unit and 32% required transfer to a general ward.  
 
A second strategy is that in periods of overflow hospitals are often forced to ‘open’ additional 
beds as a temporary measure. Frequently in Australia, this occurs during the winter months, 
to accommodate an increase in demand from medical patients and the elderly (Iemma and 
NSW Health 2004).  These beds do not relate to a particular specialty but serve to ‘capture’ 
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patients unable to be admitted to their specialty ward when beds are full, so as to 
accommodate new admissions in response to surges in hospital demand (Thompson et al. 
2009). Opening of extra beds during peak occupancy periods can have a negative effect on 
nursing workload and patient mortality. Nurses may be required to care for additional 
patients when new beds are opened (Schilling et al. 2010) which challenges the principle of 
continuity of care. These ‘outliers’ are transferred when a bed in the relevant specialty ward 
becomes available. 
 
A third strategy has been to nurse patients of both genders in the same room. For example, 
if the only available bed is in a four bedded room with three males then a female may be 
admitted to it. The practice has met with strong criticism (Garling 2008) leading to policy 
directives for hospitals to reinstitute single-gender rooms (NSW Health 2010). A similar 
directive in the U.K. has met with limited success, as hospitals struggle to cope with patient 
admissions and limited bed resources  (Bryant and Adams 2009). Single-gender rooms offer 
greater patient privacy, but are likely to increase bed transfers as nurses attempt to 
accommodate patients of the same gender within the same room, again impacting on their 
workload.  Aligned to this is ‘hot-bedding’, a derivative of ‘hot-bunking’ whereby submariners  
shared bunks due to space limitations (Health & Safety Executive 2008). Rapidly discharging 
and either admitting or transferring a new patient into the recently vacated bed is a 
mechanism used by hospitals to augment patient flow (Duffield et al. 2009). Often one 
patient is in the bed and the other admitted but waiting in a transit lounge or chair in the 
ward. The midnight census, which is simply a count of all occupied beds at midnight, does 
not reflect this level of occupancy (Simon et al. 2011, Baernholdt et al. 2010) despite the 
substantial negative impact on nursing workload (Baernholdt et al. 2010). 
 
The transit lounge is another strategy to minimise use of hospital beds. Similar to the airport 
transit lounge, these are short-term resting areas for patients prior to hospital admission or 
while awaiting discharge, although some transit lounges are used as ED short stay areas 
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(Gilligan et al. 2009, Taylor et al. 2004). Transit lounges rely on the commitment of staff to 
transfer patients from the ward (Proudlove et al. 2003), are underutilised (Chetter 2009) and 
have limited effect on improving patient flow (Gilligan et al. 2009).  
 
An unintended consequence of many of these bed management strategies is an increase in 
patient transfers between beds and wards. Decades ago 23% of patient transfers were 
described as unnecessary  (Deines and Stevens 1987). It is likely this figure is much higher 
today. While patients are regularly transferred between units, wards and departments as a 
routine part of their episode of care for treatment or diagnostic purposes, the frequency of 
patient transfers has increased within Australia and other Western countries over the past 
three decades.  Six hospital trusts in the U.K. indicated that on average, almost 9% of 
patient admissions per month were transferred for ‘non-clinical’ reasons (West 2010) while in 
France 15% of patients experienced ward transfers (Eveillard et al. 2001) and in the U.S.A. 
79% of patients were nursed in two to five units (Kanak et al. 2008). Transfer rates are 
extremely variable. For instance, U.K. hospital trusts demonstrated that monthly inpatient 
transfer rates for surgical patients ranged from a low of 9% to a high of 88% independent of 
diagnosis, hospital and method of data collection (West 2010). Australian data indicate that 
medical/surgical patients were nursed on an average of 2.26 wards during an average 
hospital stay of 4 days (Duffield et al. 2007). Considering these figures, it is not surprising 
that governing bodies in Ireland have begun to describe the frequency of patient moves as 
‘excessive’ (DHSSPS 2005 p28) and are now questioning the impact of transfers on patient 
outcomes (RQIA 2008). 
 
It must be acknowledged that as health care has become more technological and 
sophisticated, patient transfers have also increased to accommodate clinical needs.. 
Intensive and coronary care units (ICU/CCU) were designed for the acutely dependent 
patient, requiring more concentrated nursing and medical care. High costs associated with 
these units have subsequently led to the development of high dependency and step-down 
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units, to which clinicians are encouraged to discharge patients as soon as clinically 
appropriate (Tulloch et al. 2007, Weingarten et al. 1990). By default, these clinical units have 
added another inpatient transfer process.   
 
In addition, many patient moves are to departments such as imaging or allied health or 
transfers arising from a need for patient segregation.  The frequency of such transfers 
cannot be underestimated. One 400 bed hospital transferred an average of 80 inpatients to 
radiology per day (Ong and Coiera 2010) while at least 2.6 transfers per day were made to 
medical imaging departments from intensive care units (Beglinger 2006). These transfers, 
although essential for diagnostic or treatment purposes, may disrupt continuity of care and 
further limit time available for nurses to carry out patient care. 
 
Implications for Nursing Workload 
Transferring a patient is workload intensive and takes on average, one hour of nursing time 
(Hendrich and Lee 2005), while transferring a critical care patient to the ward can take the 
equivalent of seven workload  hours (Chaudhury et al. 2005).  A patient transfer is equivalent 
in nursing time to an admission (Hendrich and Lee 2005), although admitting patients with 
complex needs can consume up to two hours (Joyce et al. 2005). Hendrich and Lee (2005) 
found that pre-transfer preparation took  an average of 22 minutes, a further 7-10 minutes for 
the actual transfer and post transfer activities took 31 minutes. Considering that on some 
wards, patient turnover can be 50% of patients per day (Beglinger 2006, Hendrich et al. 
2004, Baernholdt et al. 2010) and that attending to transferred patients accounts for 30% of 
nursing time (Giangiulio et al. 2008), the impact of transfers on nursing workload is quite 
substantial.  
 
Perhaps more importantly for nurses, is that Australian and overseas evidence indicates that 
transfers are occurring more frequently after hours. In the 1990s, the majority of transfers 
took place during the daytime (McGinty and Ghiz 1993). However, recent studies have 
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shown that the rate of patient transfers after hours has increased. Between 30-50% of  ICU 
patients (Dawson and Runk 2000, Baernholdt et al. 2010) and almost 36% of ward patients 
were admitted or transferred during the evening shift, while 10% of  ICU and 5.3% of ward 
patients were relocated during the night (Baernholdt et al. 2010). These are shifts that 
traditionally have reduced nurse staffing levels (Baernholdt et al. 2010) and so the increase 
in nursing workload required may have greater impact. 
A similar pattern occurs on weekends, and at other times of restricted patient flow and/or 
access block. As discharges are less likely on weekends and Mondays (Rae et al. 2007, 
Varnava et al. 2002) patients admitted on these days experience more transfers during their 
hospitalisation (Blay et al. 2002). This is a problem because weekends are also associated 
with reduced nurse staffing levels (Weinberg et al. 2002, Hamilton et al. 2007) and 
admissions and transfers at these times have been linked to negative patient outcomes 
(Hanane et al. 2008, Schilling et al. 2010, Cutugno 2009). Taking into account that transfers 
are occurring increasingly after hours when staff numbers are traditionally lower, the impact 
of patient transfers on nursing workload is likely to be quite significant and no doubt lessens 
time available for patient care. 
 
Regardless of the destination, the transfer of patients to other departments effectively limits 
the time that the nurse has for patient assessment and familiarisation, workload planning 
and to provide care. The consequence of lack of patient availability is that some 
interventions are provided hastily, inadvertently delayed or even missed.  Duffield et al. 
(2010) report six nursing tasks that at times were not undertaken, perhaps a consequence of 
the number of patient movements during a patient stay (Duffield et al. 2009). Depending 
upon hospital policy, nurses maybe required to escort patients to or from such departments 
(Cook et al. 2000) thus removing them from the clinical area and increasing the workload for 
the remaining nursing staff. Continuity of care is challenged during the nurse’s absence, with 
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the risk that some nursing interventions may be delayed or even missed for patients 
remaining on the ward.  
 
Shorter lengths of hospital stay have resulted in patients being discharged soon after acute 
inpatient episodes. The flow-on from this is that patient throughput has increased which in 
turn increases nursing workload (Unruh and Fottler 2006).  The impact of patient turnover, 
including patient transfers on nursing workload and responsibility has recently been  
recognised (Needleman et al. 2011), but at the current time is not considered in workload 
measures (Duffield et al. 2009, Needleman et al. 2011). 
 
Implications for Patient Outcomes 
As indicated earlier, transferring patients between wards and units challenges the capacity to 
provide continuity of care (Kanak et al. 2008). The transferring nurse is relinquishing 
responsibility for the patient’s care to the receiving ward nurse who relies on effective 
communication to fully comprehend the patient’s needs (O'Connell et al. 2008). Concise and 
accurate communication between units is essential for continuity of care and helps to 
alleviate patients’ and carers’ stress and anxiety (Gustad et al. 2008, Pattison et al. 2007). 
 
During an average LOS of five days, patient and health professional interactions can involve 
between 17-26 individuals, the majority being nurses (Whitt et al. 2007). Considering that 
patients may experience at least two transfers within a four day hospitalisation (Duffield et al. 
2009) the frequency of transfers to diagnostic departments (Ong and Coiera 2010) and the 
number of health professionals involved, the number of handovers could be much higher. 
Furthermore, the increased number of personnel in contact with individual patients 





Several studies have found an association between poor communication, medication errors 
and patient transfers (Boockvar et al. 2004, Boockvar et al. 2009, Zuzelo 2008). Of concern, 
is that 66% of medication errors were associated with transfers of care (Joint Commission on 
Accreditation of Healthcare Organizations 2006) with three or more transfers significantly 
increasing the risk of a medication error (Kanak et al. 2008). Although it is not known if 
transfers are associated with a specific type of medication error, delays or omissions in 
medication administration have been associated with inter-hospital transfers (Stolte et al. 
2006). It is therefore not unreasonable to assume that internal transfers could also lead to 
medication delays and/or omissions. As the time spent on individual wards is limited, nurses 
and other staff do not become familiar with individual medication regimes, increasing the risk 
of medication delays and other errors. For some patients a delay in medication 
administration could have negative or even catastrophic, consequences.  
 
Patient falls have also been linked to patient transfers. The risk of a patient falling increases 
on transfer to another clinical area, with risk increasing further with subsequent moves 
(Kanak et al. 2008). Further research is needed in this area, as bedspace moves were found 
to worsen symptoms of delirium in the elderly (McCusker et al. 2001) while allowing patients 
to remain in the one room throughout hospitalisation reduced the risk of falling (Chaudhury 
et al. 2009, Hendrich et al. 2004, Clark et al. 2004).  It is possible that transferring elderly 
patients between wards increases disorientation and therefore the risk of falling. 
 
It has long been known that inter-hospital transfers are a risk factor for the spread of micro-
organisms (Spelman 2002, Safdar and Maki 2002, Tacconelli 2006). It is not surprising 
therefore, that evidence relating the spread or acquisition of healthcare-acquired infections 
and ward transfers is increasing (Nixon et al. 2006, Cunningham et al. 2006b, Eveillard et al. 
2001, Cooper et al. 2002, Kanak et al. 2008, Dziekan et al. 2000, DHSSPS 2005). 
Transferred patients for example, have been found to have four times the risk of becoming 
infected with a micro-organism compared to non-transferred patients (Eveillard et al. 2001) 
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while at the same time the risk of infection for patients already residing on the ward also 
increases (Leverstein-van Hall et al. 2006, Eveillard et al. 2001, Cunningham et al. 2006b, 
Dziekan et al. 2000). The rapid turnover of patients per bed as occurs with ‘hot-bedding’ 
contributes to high occupancy levels which have been linked to infection outbreaks (Borg et 
al. 2008, Borg 2003, Cunningham et al. 2006b). Furthermore, time available for bedspace 
cleaning is reduced which has implications for infection control (Royal Society of Medicine 
2006, Cunningham et al. 2006a). This is important because acquiring an infection is 
associated with longer lengths of hospital stay (NSW Department of Health and Clinical 
Excellence Commission 2009).  
 
Finally, much has been written on the impact of transfers from ICU on patients and carers.  
However, the impact on patients of frequent, or ward to ward, transfers has not been well 
studied. The transfer process can be stressful for patients and carers (Odell 2000, Chaboyer 
et al. 2007) although if patients are well informed and supported throughout the transfer 
process stress levels may be minimal  (Gustad et al. 2008, Pattison et al. 2007). Literature 
on patient satisfaction in relation to transfers is also sparse. What is known, is that transfers 
to the ward can lead to feelings of neglect if the nurses are busy (Giangiulio et al. 2008) that 
could negatively affect patient satisfaction. The trend for evening and night time transfers is 
of concern, as negative emotions are more likely if the transfer occurs at short notice or after 
hours (McKinney and Melby 2002). Considering that transfers are increasingly occurring 
after hours, on weekends and in response to bed shortages, it is likely that some patients 
are negatively affected (Kelz et al. 2008, Schilling et al. 2010). 
 
Proof that transfers have contributed to negative patient outcomes is found in the 
improvement in the number of adverse events in hospitals that have reduced transfer rates. 
The rate of patient falls, healthcare-acquired infections and medication errors were 
significantly reduced in hospitals that modified intensive care level beds to acuity-adaptable 
rooms (Clark et al. 2004, Hendrich et al. 2004). Such rooms eliminate the need to transfer 
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patients in response to their clinical condition and in so doing reduced the rate of  patient 
transfers by 90% (Hendrich et al. 2004). Collaboration between health care providers 
improved allowing for greater continuity of nursing care and increased nurse and patient 
satisfaction (Clark et al. 2004). 
 
Not only is the transfer process workload intensive, it can be costly, inefficient, and fraught 
with delays. As patient transfers involve considerable service reorganisation, there are many 
covert costs  associated with nursing and ancillary staff salaries (Hendrich and Lee 2005). 
Not surprisingly, higher hospital costs are associated with a greater number of patient 
transfers although costs marginalised after five ward transfers (Titler et al. 2005, Titler et al. 
2008). Part of the reason for these increased costs is that transfer frequency is associated 
with longer lengths of hospital stay (Blay et al. 2002, Kanak et al. 2008). 
Implications for Nursing Management 
As indicated, the patient transfer process is workload intensive for nursing staff and can 
increase the risk of an adverse event for the patient. Heavy workload and associated stress 
are cited by nurses as contributing factors for their decision to leave workplaces and even 
the profession (Duvall and Andrews 2010, Tourangeau et al. 2010). Nurse job satisfaction is 
closely linked to the provision of quality nursing care and nurse retention (Kramer et al. 
2011, Duffield et al. 2011). The frequent transfer of patients reduces time available for 
nurses to deliver the standards of care that they aspire to. Combined with a heavy workload, 
reduced job satisfaction has severe implications for nurse turnover. In light of global nursing 
shortages, nurse managers need to examine ways to reduce nurse workload as part of the 
nurse retention and recruitment strategy. Reducing unnecessary, or non-clinical patient 
transfers, particularly after hours, would help lighten nurse workload, and have a positive 
effect on continuity of care and adverse events for patients. One way that nursing workload 
relative to patient transfers can be addressed, is to incorporate patient turnover in nursing 
workload or staffing measures (Duffield et al. 2009, Needleman et al. 2011). Western 
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Australia is possibly the first area to successfully do this. In this State, wards are categorised  
into various groups according to unit characteristics for the purposes of predicting nurse 
staffing requirements (Twigg and Duffield 2009). The percentage of patient turnover 
(admissions, transfers and discharges) was a major feature of the groupings, although it is 
unknown if this included transfers to departments for diagnostic or procedural purposes. 
When introduced, this workload measure positively influenced staff recruitment and 
retention. 
 
Hospitals are complex, dynamic organisations and therefore reducing unnecessary transfers 
will require a systematic approach. Some hospitals have achieved substantial reductions in 
patient transfers, healthcare acquired infections and other adverse events by establishing 
acuity-adaptable rooms for medical and surgical patients (Hendrich et al. 2004, Clark et al. 
2004). Associated with reductions in patient transfers, the streamlined model of nursing care 
reduced nursing workload (Hendrich et al. 2004) and enhanced nurse satisfaction as 
evidenced by substantial reductions in nurse turnover (Clark et al. 2004, Winter et al. 2011).  
 
Further reductions in patient transfers could be achieved by the appropriate selection and 
admission of patients to short-stay areas. Stringent short-stay admission policies would 
naturally reduce the transfer rate and serve to increase service efficiency (Brand et al. 2010) 
further enhancing continuity of care and nurse workload. 
 
In some hospitals, non-clinical staff allocate beds for admission and transfer patients which 
can lead to miscommunication between clinical and non-clinical staff (Abraham and Reddy 
2010). It is possible that some patients are allocated a bed inappropriate for their clinical 
needs or to an area with staffing difficulties. The ward or unit nurse manager should 
ultimately have the authority to make decisions about admissions, transfers and discharges 
based upon clinical judgement and current ward climate  preferably with the assistance of a 
comprehensive workload measurement tool. 
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Inevitably, some patients will need to be transferred for clinical reasons. As has been 
discussed the risk of an adverse event, is increased with each patient move. The electronic 
medical record, currently being rolled out in Australia, is set to improve documentation and 
communication between hospital departments which ultimately may reduce the rate of 
adverse events (Hillestad et al. 2005). This is important considering the frequency of patient 
transfers and the numerous staff interactions necessary for patient care. 
 
Conclusion 
The manuscript aims to raise awareness of the impact of bed flow strategies on patient 
transfers, patient outcomes and nursing workload.  The incidence of patient transfers 
between wards and units is increasing within the hospital system, in Australia and other 
Western countries. The shortage of hospital beds and continuing demand for healthcare has 
led to new approaches to bed management which while ensuring a patient is admitted to a 
hospital bed, may also result in an increase in transfers between beds and wards.  
 
The flow-on effect of such bed management strategies has not only led to an increase in 
patient transfers but has also had an impact on nursing workload that has been under 
recognised. The negative impact on nursing workload can only be fully realised if workload 
measures incorporate all aspects of patient turnover including patient transfers.  
 
Given current nursing staff shortages and continuing demand for healthcare, reducing 
patient transfers would positively reduce nurse workload, improve patient outcomes and 
potentially help patient throughput.  
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